Clinic, Langer (1926) found that 70 to 80 per cent of syphilitic patients had cardio-vascular syphilis. Warthin (Basu, 1928 (Maynard et al., 1935 (Stephens, 1932 One word of caution is necessary in diagnosing syphilitic dilatation of the aorta, namely, the necessity of exclusion of hypertension, which is the other chief cause of aortic dilatation. But both may be found together, in which case differentiation is extremely difficult. As the aorta begins to dilate, a soft blowing diastolic murmur will be heard in the third or fourth interspace to the left of the sternum, often accompanied by soft systolic murmur at the base of the heart and a pulsation will appear in the right of the sternum in the second and third interspace. X-ray will show the pulsatile swelling, and palpation will establish its expansible nature. The aortic second sound will be palpated as a distinct thud. (Hirschfelder, 1918) (Basu, 1933) . There was also prsecordial pain present every now and then which was of a dull nature. Physical examination revealed that the apex beat was in the sixth space 1 inch lateral to the mid-clavicular line. There was a feeble visible pulsation in the left first, second and third interspaces over an area about 2 inches in circumference. There was no pulsation nor any bulging on the back between the scapula and the mesial line; the cardiac impulse was heaving in character; but there was no thrill either at the apex or at the base of the heart. There was, however, a well-marked thrill over the right carotid just above the clavicle, occupying the whole of the systole and continuing into the earlier part' of the diastole. The left border of the heart was about 1 inch lateral to the mid-clavicular line; the upper border on the second left space and the right border merged with the lateral sternal line. In the mitral area the earlier part of the first sound was audible but the latter part replaced by a murmur which was systolic in time and was of a soft blowing nature conducted towards the axilla. The second sound in the mitral area was normal. In the pulmonary area the first sound was completely replaced by a systolic murmur louder than that heard in the mitral area. The pulmonary second sound was accentuated. In the aortic area the first sound was completely replaced by a murmur conducted along the carotids and the second sound was feeble. There was no diastolic murmur in this region. Just above the clavicle and over the right carotid, a loud systolic murmur was present. There was no pistol-shot sound; no Duroziez's murmur nor was there any systolic murmur on the back. The radial pulse rate was 92 per minute, equal on both sides, regular but collapsing. A clinical diagnosis of aneurysm of the arch of the aorta was given which was confirmed by the roentgenological examination which showed a large aneurysm of the descending limb of the arch of the aorta.
Necropsy revealed a large saccular aneurysm of the descending limb of the arch of the aorta, thickening of the aortic valves and an enlarged flabby heart. The unusual features of this case were the abnormal pulsation in the left three interspaces in a case of aneurysm of the descending limb of the arch which usually gives rise to a bulging and a visible pulsation on the back between the scapula and the spine, the absence of dysphagia which is a common finding in such an aneurysm and the complete freedom from dyspnoea; but the behaviour of aneurysm is often very curious, and it more often pushes aside the soft structures in relation to it than it compresses them.
It is surprising to come across such a large aneurysm in these days of thorough anti-syphilitic treatment, which has made aneurysms extremely uncommon. The [Aug., 1944 
